Nursing home care is common, costly, and variable in quality.
1 For instance, between September 2009 and August 2010, 23% of the 1.5 million hospital discharges to post-acute care in nursing homes resulted in rehospitalization or death within 30 days, 2 with variation across facilities. 1 One approach adopted by hospitals to improve care over the past decade was to concentrate it among physicians who specialize in treating hospitalized patients (hospitalists). 3 Our goal was to determine whether nursing homes are adopting this strategy by measuring the prevalence of "nursing home specialists" between 2012 and 2015.
Methods | The University of Pennsylvania institutional review board waived review of this study. We used the Provider Utilization Files, containing all Part B Medicare fee-forservice billings, to identify generalist physicians (internal medicine, geriatrics, general practice, or family medicine) and advanced practitioners (nurse practitioners and physician assistants) who provided nursing home-based care (Health Common Procedure Coding System codes, 99304-99310, 99315-99316, or 99318) from 2012 through 2015.
We aggregated episodes of care by clinician to measure the proportion of episodes that were nursing home-based. We then defined clinicians who billed at least 90% of episodes from the nursing home as nursing home specialists (a definition analogous to the one used to identify hospitalists 4 ).
We also subcategorized nursing home-based episodes into post-acute care vs long-term care episodes using place of service codes.
To account for nursing home bed availability and use, we used the Long-Term Care Focus database 5 to calculate the mean number of occupied Medicare-certified beds per year in each hospital referral region (HRR). 6 The number of clinicians was aggregated at the HRR level based on their billing zip code and reported per 1000 occupied Medicarecertified beds. We excluded clinicians with fewer than 100 episodes of care per year and those from 1 HRR (Alaska) with missing occupancy data.
Linear regression was used to model the number of clinicians (or clinicians per 1000 occupied nursing home beds) in each HRR as a function of year. Two-sided P values less than .05 were considered significant. Analyses were conducted using Stata (StataCorp), version 13.1. The change in the number of nursing home specialists was uneven across regions: 240 HRRs (78.7%) experienced an increase in nursing home specialists per occupied bed, whereas 61 HRRs (20.0%) experienced a decrease (Figure) . The median change across HRRs was a 38.8% increase (interquartile range, 3.8% to 80.7%).
Discussion | From 2012 through 2015, the number of clinicians who specialized in nursing home practice increased, whereas the number of generalists who provided any nursing homebased care was stable. The considerable regional variation in the rate of adoption of nursing home specialists may indicate a lack of consensus regarding the benefits of specialization. Limitations stem from coding inaccuracies in billing data and inability to assess care to persons not covered by Medicare fee-for-service.
Despite the large relative increase, nursing home specialists made up only 21% of nursing home clinicians in 2015. Nevertheless, their effect on patient care may be considerable because they provide a disproportionate share of the visits. Whether these changes improve outcomes (eg, through increased access to expert clinicians) or result in adverse consequences (eg, due to worsened care fragmentation) requires ongoing study. 
Outcomes of Positive Airway Pressure for Sleep Apnea
To the Editor The systematic review and meta-analysis by Dr Yu and colleagues 1 examined associations of positive airway pressure (PAP) therapy with cardiovascular events and death among adults with sleep apnea. Although metaregression is a methodologically robust approach to examine relationships between PAP adherence and cardiovascular outcomes, we believe there may have been an error in data extraction from primary source material that could have resulted in a faulty conclusion that PAP adherence was not associated with prevention of cardiovascular events and death.
The authors recorded a mean PAP adherence of 6.6 hours per day from the study by Peker and colleagues.
2 Evaluation of the online data supplement for the study 2 demonstrates this value was derived from only 11 participants (of the 122 randomized to PAP therapy) still using PAP at the 6-year follow-up time point and omitted adherence data from at-risk patients included in the intention-to-treat analysis who were no longer using PAP. These nonadherent patients were omitted from the calculation of mean PAP usage when they should have been included as 0 hours per day, similar to how adherence was computed in other studies included in the meta-regression. 3,4 Thus, the true estimate of PAP adherence in the study by Peker et al 2 is below that used in the meta-regression. Visual inspection of the meta-regression plot, as well as preliminary analyses conducted in our laboratory using the available published data, suggest revision of this value may alter the results of the meta-regression evaluating the relationship between PAP adherence and major cardiovascular events in obstructive sleep apnea. Given the major public health and policy implications of the analysis for the treatment of patients with obstructive sleep apnea, we request that the authors provide the results of this meta-regression using a corrected value for PAP adherence from the article by Peker and colleagues. 
